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CHAPTER I
INTRODUCTION
Everyday, thousands of men and women participate in behaviors in which to
control their weight. For some people, it is simply just trying to eat healthier and exercise,
but for some it goes to the extreme. Some people will resort to such activities as vomiting,
taking laxatives, limiting their calories, as well as over exercising. When such behaviors
become a normal part of one's life, eating disorders may develop. Most commonly
disorders include anorexia nervosa and bulimia nervosa and are said to affect 1-3% of the
population. This may not be a correct number, especially when many cases go undetected.
Although not all people will be considered to have a clinical cases of an eating disorder, the
number of people who participate in such extreme behaviors is astounding. Some surveys
report that almost 20% of females in the United States suffer from some form of an eating
disorder (Noden 1994). This amount is much larger than previously reported. In surveys
conducted within the athletic population of many NCAA schools, it was reported that most
programs had at least some occurrences of eating disorders or pathogenic behaviors.
It cannot be assumed that women are the only people to be affected by such
behavior, men also participate in such activities as low calorie assumption and over
exercising. Studies suggest that men and women participate in such behaviors for different
reasons, but no matter the reason, such persons are resorting to extreme measures that can
later have a deadly effect. Females and males who are most at risk are those participate in
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weight restrictive and appearance sports, but this does not mean that all other sports are
immune to the dangers of eating disorders.
There is not one answer of who is to blame, but when we look at the pressure
associated with the level of athletics that most of these athletes are associated with, an better
understanding can be seen. Pressure comes not only from oneself, but travels
down from the administration, coaches, parents, and teammates. Most schools that have
athletic programs, make money for the school through such programs. Administration is
expecting coaches to produce winning teams and coaches are in return expecting their
athletes to be the best. Unfortunately, this can become a dangerous cycle if the pressure
continues down the line. Coaches have a direct impact on all aspects of athletes lives and
often this results in athletes resorting to extreme measures to be better than they already are.
Admitting that one has a problem and then getting help is a big obstacle for many
people, especially an athlete who is an atmosphere in where all eyes are on that person.
Many athletes are afraid to seek help, because of the possibilities of being ridiculed by
coaches and teammates and thus do not seek the necessary help, until the problem becomes
more that one can handle. By incorporating programs into the athletic programs that will
be a part of regular training programs, such problems may be able to dealt with in the early
stages. Even still, administration and coaches must also be active participants in such
programs. If athletes are expected to take care of the school through monetary means of
competition, then such school must also take care of the athletes. By doing so, the
problems of such behaviors as eating disorders and pathogenic behavior could be lessened.

CHAPTER 2
LITERATURE REVIEW
As we head into the 21st century, competition in all aspects of people's lives has
become fierce and people have gone to extreme lengths to stay ahead of the group. College
athletes are no exception to this rule. There is the self desire to be the best in their sport,
which allows access to possible college scholarships and the possibilities of professional
careers for some. In the desire to be the best, it has led many athletes to go to extreme
measures with their own bodies in order to rise to the top. For some athletes, these
measures include pathogenic forms of eating behaviors which may further result in eating
disorders such as anorexia nervosa and bulimia.
These disorders are found to be most common in white, upper SES females whose
intent in dieting is to be thin (Brownell et al. 1992). Even though such disorders are
mainly confined to females, males are also subject to falling into such behaviors and
disorders. Although women are still the primary focus of research on eating disorders,
males who are involved in sports and are weight restricted are also at risk to participate in
pathogenic behaviors that may result in eating disorders (Brownell et al. 1992). According
to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (APA 1994),
eating disorders are psychiatric disorders that affect individuals' psychological, nutritional,
interpersonal, and emotional functioning. They are characterized by dysfunctional eating
patterns.
3
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"Anorexia is self starvation driven by a distorted perception of one's appearance" (Noden
p.56). Anorexia nervosa is defined as the refusal to eat or the limitation of food which
affects approximately I% of the general population (Brownell, Rodin, and Wilmore 1992).
"Bulimia is a binge-purge syndrome in which huge quantities of food are consumed in a
short periods of time and then expelled through self-induced vomiting, excessive exercise,
the use of diuretics or laxatives, or a combination of these" (Noden p.56). Bulimia or
bulimia nervosa affects approximately 1-3% of the general population (Brownell et al.
1992), yet the Association of Anorexia Nervosa and Associated Disorders reported before
a United States Senate Subcommittee in a 1994 hearing that 18% of American females
suffer from various eating disorders (N oden 1994).
In examining the athletic population, it is noteworthy to see the magnitude to which
athletes, both male and female, are participating in such behaviors. Anecdotally, a coach of
a cross-country/track team said that in his experience, 70% of his runners had dabbled in
some form of pathogenic eating behavior (Noden 1994 ). Bob Ito, a former gymnastics
coach, estimated that 40% of the athletes at his school an outright eating disorder (Noden
1994 ). Also, in 1992 an NCAA survey reported that of collegiate athletes, 93% of the
programs reporting eating disorders were in women's sports and of these, 51 % of the
gymnastics programs reported eating disorders among their team members, which was
higher than any other sport. Rosen et al. (1986) found that 32% of 182 female collegiate
athletes practiced at least one form of weight control behavior such as using laxatives,
vomiting or taking diuretics/diet pills. Dick (1991 ), found that in a survey of all NCAA
schools, 40% of them reported that at least one athlete had anorexia nervosa or bulimia.
The American College of Sports Medicine stated that as many as 62% of females
competing in appearance sports such as figure skating and gymnastics, as well as
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endurance sports, suffer from some form of an eating disorder (Noden 1994). With this
high percentage of schools reporting some sort of eating disorder and related forms of
pathogenic behaviors, there is much cause for concern.
Brownell et al. ( 1992) stated that many athletes have similar psychological qualities
to those found in non-athletes who have eating disorders. Leichner (cited in Stoutjesdyk
and Jevne 1993) reported that such traits include "high expectations, rigid and obsessional
approach to reaching goals, perfectionistic, and a high emphasis on emotional control.
Such persons may participate in self deprivation, isolation, and feel an intense pressure to
be slim and perform." (p.272). Brownell et al. also stated that perfectionism is a shared
value of athletes as well as individuals with eating disorders ( 1992). Behavioral
characteristics that are similar between athletes and anorexics include dietary faddism,
controlled caloric consumption, specific carbohydrate consumption, low body weight,
resting bradycardia and hypotension, increased physical activity, and amenorrhea in female
athletes (Stoutjesdyk and Jevne 1993). Other health problems include loss of bone mass
that can be associated with eating disorders, which instead of helping them, hurts them in
the long term. Women with eating disorders report such problems as lack of perceived
control, body dissatisfaction, low self-esteem, concerns about weight and appearance,
unassertiveness, perfectionism, dietary restraint, and obsessive-compulsive tendencies
(Petrie 1996). Also it is stated that there is a disruption of physical and physiological
functions as well, such as decrease in metabolic rate, amenorrhea, dehydration, and a loss
of dental enamel. Many individuals do not necessarily meet the DSM-IV criteria for eating
disorders, but many athletes experience forms of subclinical eating problems, not actual
disorders (Petrie 1996). Even though an athlete may not have a clinical disorder, he or she
may experience distress (physical and psychological) and be in need of treatment.
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Noden (1994) cited examples of athletes perceptions of such experiences. A
gymnast at UCLA admitted that while attending school there, the entire team would binge
and vomit together following meets and claim that it was "social thing". One athlete said
that it was like a drug that controls you. An overwhelming feeling comes over you like a
fog. Warning signs may not be obvious and are often hidden by athletes. Behaviors such
as vomiting are done in private, but others such as exercising and dieting may not be
noticed because they are considered normal within the sport environment and sometimes
are seen as a sign of the athletes dedication (Petrie 1996). Pan Fanaritis, coach of a
women's track team said that bulimia seems to be more dangerous than anorexia, because
at least you can see anorexia (Noden 1994). For women who are suffering from bulimia,
there often is not any weight loss, whereas with anorexia, it may be more noticeable
because of the weight loss.
What is causing athletes to go so far that they get to the point of resorting to such
extreme measures such as vomiting and starving themselves? When we look at athletes,
those with higher SES backgrounds, who are white and come from a specific subculture
are more at risk for developing disordered eating behaviors and eating disorders. This
subculture is one that emphasizes the importance of physical appearance. (Brownell et
al.1992). Taub and Blinde (p. 834) state that there are several factors that may contribute to
the development of eating disorders, "such as pressure from coaches, parents, and other
participants to reduce body size for competition, personality characteristics of athletes and
an emphasis placed on the body within the sport context". Noden (1994) stated that girls
who suffer from such experiences as sexual abuse, low self-esteem, or depression are
extremely susceptible to suffer from eating disorders. Bruch (1978) stated that there are
three areas of psychopathological symptoms of eating disorders: 1) a disturbance in
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delusional proportions in body image; 2) a disturbance in the accuracy of the perception or
cognitive interpretation of stimuli arising from the body; and 3) a paralyzing sense of
ineffectiveness and helplessness. For many athletes, this description does not seem to fit
their role as athlete. Petrie (p. 424) stated that "in spite of generally being psychologically
healthy, athletes' risk for developing disordered eating behaviors is still high. This is due
to the unique and sometimes extreme pressure that is associated with participation in
sport."
Often the extreme pressures, such as coaches expectations, may put the athlete at
more risk to engage in unhealthy eating and weight management behavior. These
behaviors can further lead to eating disorders (Block and Burckes-Miller (1988) and
Burckes-Miller and Black (1988, 1981 ). Brownell et al. (1992) reports that much evidence
stated that athletes are at a risk for developing eating disorders because of the highly
competitive culture that they are in. Manipulating ones eating behaviors and weight are
thought to be essential for optimal performance and appearance. The psychological
characteristics listed earlier, such as perfectionism, may be the main factors that drive
athletes to be as good as they are in their sport ( 1992). Wilkins, Boland, and Albinson
( 1991) stated that like ballet dancers, athletes place a high emphasis on lean body weight
and have high performance expectations. Other risk factors of eating disorders are related
to genetic disposition, family influences, psychopathology, and personality (Brownell et al.
1992).
Many experts are divided if athletes are really at high risk for developing eating
disorders and disordered eating behaviors. There are also arguments that there is not a
higher prevalence for athletes as compared to the general population. Petrie ( 1996), stated
psychological benefits may be associated with sport involvement for certain athletes.
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Conclusions are consistent with Wilkins et al. ( 1991) who found that male and female
athletes exhibited higher self-esteem and body satisfaction than non-athletes. These
findings suggests that the role of intercollegiate athlete may protect the individual from
developing disordered eating behaviors and attitudes. The perceived difference is that
athletes are thought to exercise to lose weight to improve performance, while anorexics
exercise to burn calories and become thin. This was also shown when anorexics were
compared with runners and other athletes. While anorexics tended to exercise to lose
weight and obtain a slim body, the runners and athletes exercised in order to improve
performance in their sport (Blumenthal, O'Toole, and Chang 1984). Studies have found
that there is a positive correlation between amount of exercise and displayed tendencies
toward eating disorders (Crisp et al. Epling and Pierce, 1984, Richert and Hummers 1986).
Leichner ( 1986) also stated that athletes do not have the morbid fear of being fat that is
typical with anorexics. (Stoutjesdyk and Jevne 1993). They also report that certain sports
that emphasize leanness for sake of better performance are more likely to have athletes
develop eating disorders than those sports that are non-weight restrictive. Data also
revealed that those female athletes that participate in certain weight requirement sports, but
who do not necessarily have slim physiques, still have a higher amount of preoccupation
with food and weight, than those in nonweight restricted sports (Stoutjesdyk and Jevne
1993). O'Conner, Lewis, and Kirchner ( 1995) found that a preoccupation with being thin
can lead to dietary restriction and later to reproductive irregularity. Petrie ( 1993) stated that
findings support the argument that athletes from certain sports may be more at risk than
non-athletes.
There is increasing pressure to reduce size of the body and to take body weight to a
lower level (Brownell et al. 1992) and having a low body weight and ideal body shape are
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thought to make an athlete have a competitive advantage. The level of competition and the
pressure put on athletes to perform is at a level that is the highest it has ever been. With
this is mind, it is not surprising that athletes will go to any level to get an advantage over
other athletes. Davis ( 1990) found that it is the subjective assessment of ones' own body
size and not the actual size that influenced the degree to which regularly exercising women
were preoccupied with their weight and dissatisfied with their appearance.
Societal pressures and pressures from specific sports interact together to thus
increase the athletes' use of exercise and using extreme measures to control their weight
(Petrie 1996). Petrie also said that the competitiveness of many sports contributes to eating
disorders and use of extreme measures of weight control, but also the emphasis on
winning being of primary importance, may contribute to athletes developing the attitude
that it is all or nothing and will go to any length to win. "Factors such as level of
competition and leanness being linked to success in sports have been cited as possible
predisposing factors for developing eating disorders" (Stoutjesdyk and Jevne p. 272). The
environment of sports represents a "subculture in which the specific demands to achieve a
certain weight and appearance are strong and influential" (Petrie 1993). Striegel-Moore et
al. ( 1986), argued that such a subculture may intensify the societal pressures to be thin and
may increase female athletes' risk of developing eating disorders, such as bulimia nervosa.
O'Conner, Lewis, and Kirchner ( 1995) hypothesized that those athletes who participate in
sports that emphasize leanness are at a greater risk for developing eating disorders and
other related problems than those who compete in sports that do not emphasize leanness.
Many people look at the coaches for reasons that athletes are vulnerable. Many
coaches tell their athletes, especially females, how to count calories, how to dress, what to
eat, what to say, and consequently the only control that the athlete really has, is over their
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own body (Noden 1994). The need to maintain strong control over body shape has been
identified as a risk factor for anorexia nervosa and bulimia nervosa (Taub and Blinde
1992). Often times, pathogenic behaviors are introduced to the athletes by their teammates
and coaches. Such individuals are trying to be helpful, but are unknowledgeable and
unaware of the dangers that go along with it (Stoutjesdyk and Jevne 1993). "The well
established performance advantages of thinness, and the fact that extreme slenderness
currently epitomizes our cultural ideal of female sexual attractiveness are likely, therefore,
to create especially strong aversions to fatness among female athletes and equally strong
incentives to reduce body fat to low levels" (Davis p. 180). Stoutjesdyk and Jevne(l 993)
concur with Davis that "this demand for optimal leanness for better athletic performance
and the unrealistic cultural expectations to be thin combine to create strong pressures on
many young athletes to reject and minimize body fatness. This is perpetuated by
reinforcement from coaches, teammates, and parents. Gamer and Garfinkel, ( 1980) and
Henry ( 1982), also state that it is not the competitive environment alone that is the major
contributor to eating disorders, but it is the combination of the environment along with the
pressure to be slim.
As we know, eating disorders are not limited to athletes nor are they limited to
females. Even though the prevalence for eating disorders and disordered eating behavior
seems to hit most areas of sport participation for females, for males it seems to hit those
sports that have weight restrictions such as wrestling and rowing, as well as sports in
which being leaner means being faster, such as cross-country/track. In studies of male
adolescents, the prevalence of such behaviors such as vomiting and abuse of laxatives and
diuretics was about 1-2% (Kagan and Squires 1984 and Moore 1990). Wrestlers feel that
it is the pressure of weight restrictions that are to blame for such disordered eating
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behaviors to occur (Stafford 1989). Even though some athletes, such as wrestlers will use
extreme measures for weight loss/maintenance, Noden (1994) said that their perception of
their body is not distorted in the way that females perceive their bodies. It was also found
that the perceptions that men had about their bodies were actually positive, where as for
women, they were negative. Petrie (1996) argues, saying that both males and females
participate in unhealthy behavior for weight loss and maintenance and both hold negative
attitudes about their bodies. As already stated with female athletes, Mickalide ( 1990)
suggests environmental factors, such as involvement in sports requiring the maintenance
of a specific body weight or shape, negatively influenced males' attitudes and behaviors
concerning their weight and increased the likelihood of their developing a diagnosable
eating disorder. Although both males and females are socialized to value leanness, females
are encouraged to be thin while males are socialized to be muscular rather than skinny or
weak (Dwyer, Feldman, Seltzer, and Mayer 1969; Leon and Finn 1984; Mishkind, Rodin,
Silberstein, and Strigel-Moore 1986; Polivy, Gamer, and Garfinkel 1986).
Stoutjesdyk and Jevne (1993) conducted a study to examine if athletes that were
involved in a certain sport had a higher tendency toward eating disorders than those
involved in other sports. The population of this study consisted of 191 athletes from the
sports of gymnastics, diving, lightweight rowing, heavyweight rowing, judo, and
volleyball. Each gender ( 104 females, 87 males) was divided into three groups depending
on the sport that they were in. Those that participated in gymnastics and diving were in the
group that emphasized leanness, lightweight rowing and judo were in the group that had to
weigh in before competition, and volleyball and heavyweight rowing were in the group that
did not have a weight restriction and that did not emphasize leanness. All participants
completed the Eating Attitudes Test that is a 40-item self report measure that is used for
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screening of cases of anorexia nervosa. Results of the study showed a significant
difference between males and females when each were looked at independently. A
significant difference was found in the female nonweight-restricted group. Of the total
sample, 7.9% fell within the EAT scores of "anorexic range". This consisted of 11
females and 4 males. Those athletes who participated in lightweight rowing, judo, diving,
and gymnastics had a higher EAT score than those athletes who competed in volleyball.
For males, there was no significant difference found between sports within sport classes.
On the Diet subscale of the EAT a significant difference was found between the women's
or men's sport classes, but a difference was found for the women's sport classes. On the
bulimia scale there was no difference found with males, but significant differences were
found in females. Results from this study found that sports that emphasize leanness had
the highest amount of female athletes scoring greater 30 on the EAT, which places them in
the anorexic range, while males participating in weight-matched sports had the highest
amount of males in the anorexic range. Stoutjesdyk and Jevne go on to say that these
results conclude that athletes as a whole are not at a higher risk than the general population
to developing eating disorders, but there is evidence to support that certain subgroups of
athletes, may be at a higher risk than others. It must realized that it is not only the
environment of sport that increases the risk of eating disorders, but pressures of
achievement, expectations, as well as to be thin. The data collected in this study found that
those athletes who participated in sports that had weight restriction, not necessarily a certain
body physique, were also at risk for the development of eating disorders. Conclusion of
this study stated that even though many sports fell into the normal range on the EAT, there
still is the existence of a trend depending on the sport in which the athlete is involved.
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Petrie ( 1993) conducted a study examining disorder thinking in female gymnasts. The
goal of this study was to determine the prevalence of eating disorders within this
population and to determine if the environment in which the athlete was in increased the
risk of certain behaviors and attitudes. The sample used for this study consisted of 215
female gymnasts from 21 NCAA schools, all in Division I. The instruments used for this
study was the BULIT-R which is for the assessment of clinical symptoms of bulimia, as
well information about disordered eating and weight-loss behaviors. The Body Parts
Satisfaction Scale which measures satisfaction of the body, the Rosenberg Self-Esteem
Scale which measures attitudes one has toward themselves and the Beliefs About
Attractiveness Questionnaire which measures the degree to which individuals endorse
United States cultural values about attractiveness. Based on the responses from the
BULIT-R, the athletes were classified into one of seven categories ranging from bulimic to
normal. Results showed that body satisfaction was higher for those athletes that were
considered normal and exercisers versus those that were classified as bulimic, threshold
bulimic, and dieters/restricters. Those who were classified as bulimic reported "a greater
endorsement of American cultural values regarding attractiveness and thinness than did the
normals or bingers, on the Beliefs About Attractiveness Questionnaire" (Petrie 1993).
Petrie goes on to discuss that 61. 3% of the gymnasts that participated in the study were
considered to have an intermediate form of disordered eating and only 22% were
considered normal. As Petrie had hypothesized, a relationship existed between
personality/attitudinal pathologies and eating-disorder disturbances, which had been the
second purpose of this study. In all four measures, those that had been classified as
bulimics exhibited higher levels of pathology than those that were classified as normal.
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Attitudes Toward Help Seeking/Sport Psvchology
For many people, going to seek the help of a counseling professional is not
something that is so easily done. It is hard enough to be able to acknowledge that a
problem exists, but people often view it as a sign of weakness that they cannot handle
problems on their own. When looking at athletes, we know that they have many issues to
deal with, not just eating disorders. There are other issues such as retirement due to
graduation or injury, career planning, athletic pressures, performance problems, family
issues, etc. By understanding the attitudes that athletes have toward sport psychology and
counseling, administrators and counseling professionals can help such a population in
designing the best programs and interventions needed to get them the help and assistance
that they need.
The role of a sport psychologist for many athletes is one of great importance.
Many athletes feel more comfortable in seeking the help of a "sport psychologist" rather
than a "regular psychologist/counselor". For many, the label of sport psychologist seems
to lessen the stigma placed on seeking help. As well, many sport psychologists agree that
performance problems usually stem from other problems not necessarily related to
athletics. It is known that in general men seek the help of counseling services half as much
as women and this carries over into the college setting as well (Wills and DePaulo as cited
in Good and Wood 1995). Reasons for this may have to do with male socialization and
gender differences (Betz and Fitzgerald 1993; Davidson-Katz 1991; Good, Wallace, and
Borst 1994 ). It is stated that the qualities that are seen as desirable in counseling clients
such as emotional awareness and willingness to self-disclose, are seen as inappropriate in
the traditional male role (Eisler and Blalock 1991, Good, Gilbert, and Scher 1990, and
O'Neil 1981). In the study by Good and Wood (1995), it was hypothesized that those
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males who had high levels of male gender role conflict (MGRC) would experience a
higher risk of depression and would have more negative toward help seeking and initial
research found that this was true (Good, Dell and Mintz 1989). With this though, it was
found that some men had an easier time with participating in other counseling services
such as workshops and seminars, because it was more in line with the traditional male
socialization (Robertson and Fitzgerald 1992).
The study by Good and Wood consisted of 397 males who completed several
different instruments: the Gender Role Conflict Scale, Center for Epidemiological Studies
Depression Scale and Attitudes Toward Seeking Professional Psychological Help Scale.
Results from this study found that they were similar to results found with male college
students and that MGRC was strongly related to the attitudes that males had toward
seeking help and their experiences with depression. Thus, those males, who have been
socialized in traditional male ways, will not have a good attitude toward help seeking and
be less likely to seek help, if needed. This would probably carry over into the arena of
sport psychology as well.
According to a study done by VanRaalte, Brewer, Brewer, and Linder (1992) "past
research has shown that people look down upon an athlete who consults a sport
psychologist, as compared to an athlete who consults a coach for the same problem"
(Linder et al. 1991 ; Linder et al. 198 9). The first study that was conducted, was looking at
the athletes perception of athletes who seek the help of a sport psychologist. The students
were asked to rate how strongly they would recommend drafting a quarterback who had
worked with a sport psychologist, psychotherapist or his coaches to improve performance.
Results of the first study stated that athletes did not give a lower rating or belittle an athlete
who sought the help of a sport psychologist as compared with those who sought the help
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of their coach. It was found though that athletes derogated those athletes who sought the
help of a psychotherapist versus a coach, as had been found in previous studies.
Study 2 by VanRaalte et al. (1992) examined athletes perceptions of different sport
and mental health professionals. Participants of this study were asked to rank 11
practitioner terms and make similarity judgments. Results of study 2 found that athletes
saw sport psychologists as an important resource for sport-related issues, where as a
psychotherapist was ranked near the bottom on the sport expertise dimension, but first on
the mental expertise dimension. It was stated that those athletes who seek the help of a
psychotherapist may be seen as a mental patient and deviating from behavior that is
considered acceptable (VanRaalte et al. 1992). Further information stated that derogation
occurs only when an athlete seeks the help of a psychotherapist who is seen as a expert in
mental issues.

Purpose
The current study focuses on both men and women and will use an eating disorders
scale. Stoutjesdyk and Jevne used the Eating Attitudes Test which is used to screen for
actual cases of anorexia nervosa. This is limiting, because it only includes one eating
disorder. The Eating Disorders lnventory used in the current study, does not diagnose if
an eating disorder exists, but helps determine if disordered thinking exists. As previously
stated by Petrie (1996), many athletes will not meet the criteria for an eating disorder, but if
early detection of disordered thinking is possible, then intervention can be used to halt the
progression into an eating disorder. Another difference is the second portion of my study.
This will include a help seeking questionnaire, as well as an attitudes toward counseling
scale. The purpose of this will be to evaluate the attitudes that athletes may have toward
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sport psychology and counseling. By determining the attitudes, better interventions and
programs can be put into place and thus help the athletes from more severe problems,
including, but not limited to sports.
In looking at Petrie's study the percentage of athletes in the sample who could be

classified as having an eating disorder was high, but probably because he was looking at a
population whose prevalence is high in general. If other sports had been included, this
number may have been lower. The current study plans to look not at one specific sport,
but 3 sports that are not normally looked at for eating disorders. This will give a better
understanding of the prevalence within other sports, so that
generalizations are not made that sports that are not body conscious do not problems.
Most studies done in the past have been done primarily with females in sports that
emphasize leanness such as gymnastics, figure skating, and ballet dancers and males that
are involved in weight restricted sports such as wrestling and rowing. Much of the
research supports that there is a prevalence of eating disorders, but many other sports have
been ignored, as have male athletes in other sports. This study will look at the nontraditional sports normally thought of when we look at eating disorders. These sports are
basketball, volleyball, and track/cross-country. An examination will be conducted of
athletes from all of these sports and comparing them within sport, combining sports, and
across gender.
The second part of my study will focus on the attitudes that athletes have toward
sport psychology. It is known that a problem exists among the athletic population, but we
do not know is how likely are athletes in seeking help of professionals for such problems.
By examining the attitudes that athletes have toward sport psychology and counseling, a
better understanding came come from this, as to possible programs and interventions
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needed to help with these problems, as well as other problems not necessarily associated
with athletics.
VanRaalte's study successfully assesses how athletes rank and view such
professional as sport psychologists, psychotherapists, and mental health providers. The
results for study one would have given more information if they had looked at whether the
athlete sought the help of those professionals versus coaches in other areas as well. It was
limited to those seeking help for performance problems, but it would have been more
helpful to see how they felt about issues such as family, school, and relationship problems.
My study will also be looking at attitudes toward counseling and sport psychology, but will
be looking at different issues and how likely would an athlete be to seek help of a sport
psychologist/counselor.

CHAPTER 3
METHODOLOGY
Sample
The sample used for this study was comprised of 52 male and female varsity
athletes from a division I, midwestem university. All athletes ranged in education level
from freshmen through senior year, as well as "other". This response may have indicated
that this athlete was a graduate student or a fifth year senior. Athletes ranged from 18-23
years of age. The mean age was 19.48 (SD=l.16). All 52 studies were returned.
Much of the current research on eating disorders has been with body and weight
conscious sports such as gymnastics and wrestling. For this study, it was important to
examine sports that were not thought to have problems with eating disorders, to see if a
prevalence of disordered thinking exists among such sports. For this reason 3 sports that
were not considered the norm for previous studies were chosen.
The students who participated in this study were from the following sports:
Women's Basketball-I 1 (21.2%), Women's Volleyball-14 (26.9%), Women's Crosscountryffrack- 5 (9.6%), Men's Volleyba.11-14 (26.9%), Men's Cross-countryffrack-8
(15.4%).
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Procedure
Contact was made with the Athletic Director from the university who provided
names and phone numbers of the coaches of the teams to be targeted for this study. The
coaches decided whether or not to have their team participate. After contacting coaches, all
who agreed to participate set up specific meeting times, usually during practice time to
complete all sections of the questionnaire. Most coaches were present, as was the
investigator. All participants completed the questionnaires during the specific meeting
times and were returned back to the investigator when they were completed.

Instruments
Questionnaires used for this study included the Eating Disorder Inventory (EDI),
the Attitudes Toward Help Seeking Professional Psychological Help Scale (ASPPH), and
The Intentions to Seek Counseling Inventory.

Eating Disorder Inventory
The Eating Disorder Inventory is a 91 item, 6 point Likert-type scale, with responses that
range from "always" to "never" and consists of 8 original subscales and 3 provisional
subscales. The 8 original subscales include Drive for Thinness (DT), Bulimia (B), Body
Dissatisfaction (BD), Ineffectiveness (I), Perfectionism (P), Interpersonal Distrust (ID),
Interoceptive Awareness (IA), and Maturity Fears (MF). The 3 provisional subscales
include Asceticism (A), Impulse Response (IR), and Social Insecurity (SJ). Norms for
these subscales provided on the profile sheet are for eating disordered persons and female
college students. Other norms are provided for in the manual. For this study norms
provided on the profile sheets were used.
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Internal consistency reliability of the Eating Disorder Inventory-2 subscales range
from .83 to .90 for eating disorder samples (Gamer & Olmsted 1984). Internal
consistency reliability for nonpatient female groups range from .72 to .92 (Gamer &
Olmsted 1984). Test-Retest reliability for nonpatient samples range from .67 to .95
(Welch 1988).
"Much literature indicates that Eating Disorder Inventory subscales
measure clinically relevant dimensions of experiences for eating disorder
patients . Many of the findings have been replicated and extended in a
variety of settings. The psychometric properties of the instrument are sound
and the constructs measure symptom domains that have clinical utility.
The Eating Disorder Inventory plays a valuable role in the clinical evaluations of
eating disorder patients or those who may be suspected of having an eating
disorder. Not much information is available for the provisional scales of the
Eating Disorder Inventory, but research indicates that eating disorder
patients from characterological disturbance. Further research needs to be
done to assess the utility and predictive validity of the provisional
subscales." (Gamer p. 37).

Intentions to Seek Counseling Inventory
The Intentions to Seek Counseling Inventory is a 17 item scale that lists 17 different
issues that college students typically have in counseling. This scale was originally created
in 1975 by Cash, Begley, McCown, and Weise. Responses range from very unlikely to
very likely measuring how likely the individual would be to seek the help from a sport
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psychologist (this wording was modified from the original scale of university counseling
center) if they were experiencing such problems. Kelly and Achter (1995), computed a
Cronbach's alpha equal to .84 in their study.

The Attitudes Toward Seeking Professional Psychological Help Scale
The Attitudes Toward Seeking Professional Psychological Help Scale was created
by Fischer and Turner in 1970 and assess attitudes counseling services and participants
rated each item on a 4 point scale ranging from strongly agree to strongly disagree. TestRetest reliability of this scale have estimates of .86 (over 5 days) and .84 (over 2 months).
Internal Consistency estimates range from .83-.86 (Fischer & Turner, 1970).

Demographics
Before beginning the questionnaire, the investigator spoke with each group of
athletes, giving a brief description of the study, why it was important, and their voluntary
participation in the study. It was explained to all participants that they could withdraw at
any time without penalty, as was stated on the informed consent form which was filled out
by all participants before the study began. All participants were asked to fill out
demographics sheets along with their questionnaires which included age, race, year in
school, gender, sport, and marital status. The breakdown from the demographics sheets
can be found in Table I. After completing all sections of the questionnaire, the athletes
were given an explanation of study. All coaches were informed of a review of the study
that was open to all coaches and athletes with a date to be announced at a later time.

CHAPTER 4
RESULTS
Frequencies
There were 52 participants from 5 different sports. The frequencies from these
sports can be found in Table 1. The mean of the ages of the participants was 19.48 with a
standard deviation of 1.16. The range had a high of 23 to a low of 18. Of the participants,
42.3% (22) were male and 57.7% (30) were female. The frequencies for year in school
can be found in Table 1 and the frequencies for race can also be found in Table 1. All
participants classified themselves as single.

Descriptive Statistics
The Attitudes Toward Seeking Professional Psychological Help Scale had a mean
of 78.57 and a standard deviation of 7.73. The range for this scale was from 55 to 99 and
the mode was 78. The Intentions to Seek Counseling Inventory had a mean of 45.942 and
a standard deviation of 20.06. The range for this scale was 17 to 89 and a mode of 57.
The Attitudes Toward Help Seeking Professional Psychological Help Scale had a mean of
78.57 (std. dev.=7.73). The higher the score for this scale, the higher the positive attitude
toward help seeking. Overall, there was not a significant difference in mean scores when
looking at gender differences. Males had a mean score of 77.88 and females had a mean
score of 79.37. When looking at the differences between sports, again there was not much
vanance.
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The range was from a low of 73.90 for men's volleyball to a high of 83.57 for men's
cross-country/track. It was surprising to see men's cross-country/track scoring
higher than the other sports, but again it was not a large enough difference to elicit a
significance. Although, when compared with the Intentions scale, men's crosscountry/track scored the lowest with a mean of 32.00, while women's basketball had a
mean score of 59.50. Although athletes may feel that counseling is helpful, the intentions
to seek help for themselves may not be high.
The final question on The Attitudes Toward Seeking Professional Psychological
Help Scale asked participants to indicate if the had any previous counseling experience.
31 % ( 16) indicated yes and 69% (26) indicated no. Of those who indicated yes, 81 % ( 13)
were female and 19% (3) were males. A summary of this information is found in the
discussion section.

Inferential Statistics
A Multivariate Analysis of Variance (MANOVA) was performed to look for
differences among sports on dependent variables. Significance was reached in the
following areas: Drive for Thinness CE= 4.68, p = < .05), Body Dissatisfaction

CE =3.22,

p = <.05), Interpersonal Distrust (.E =2.14, R =<.10) (approaches significance), and The
Intentions to Seek Counseling lnventory, .E = 2,32, v. = < .075 (approximates significance).
The means for Drive for Thinness were 7.92 for women's' volleyball and 8.6 for
women's cross-country/track. The clinical norm was 12 and the norm for female college
students was 3. The means for Body Dissatisfaction was 10.67 for women's volleyball,
9.6 for women's cross-country/track, and 6.7 for women's basketball. The clinical norm
was 14 and the norm for female college students was 9. The means for Interpersonal
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Distrust were 5 .6 for women's basketball, 3 .1 for men's volleyball, 2.25 for women's
volleyball, and 2.4 for women's cross-country/track. The clinical norm was 4 and the
norm for female college students was 1. The means for The Intentions to Seek Counseling
Inventory was 49.33 for women's volleyball, 45.600 for women's cross-country/track,
and 59 .5 for women's basketball.
A Multivariate Analysis of Variance (MAN OVA) was also done by gender on the
dependent variables. Significant differences were found in the following areas: Drive for
Thinness

CE =8.29, 12-=< .05), Body Dissatisfaction C.E = 9.76, 12-=< .05), and The

Intentions to Seek Counseling Scale, (E =5.53, I!=< .05). The means for Drive for
Thinness were .77 for males and 5.78 for female. The means for Body Dissatisfaction
were 3.47 for males and 9.0 for females. The means for The Intentions to Seek
Counseling Scale were 38.41 for males and 52.41 forfemales. When males and females
were compared on the different subscales of the Eating Disorder Inventory, the only
subscale that reached clinical level collectively was Perfectionism, with 59% reaching the
clinical level.
When a MANOV A was run by gender for each item on The Intentions to Seek
Counseling Scale, a significance was found on a number of items. On all of the following
items, women had a higher mean than men and all reached significance: Choosing a
Major, Weight Control, Relationship Difficulties, Self-Confidence Problems, Personal
Worries, Difficulty Concentrating, Depression, Fear of Failure, and Improvement of Self
Understanding
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Correlations
Correlations among the dependent variables and subscales are presented in Table 5.
Significant relationships among the dependent variables included a negative correlation
between Interpersonal Distrust and The Attitudes Toward Help Seeking Professional
Psychological Help Scale. As one's level oflnterpersonal Distrust increased, their attitudes
decreased and as one's level of Interpersonal Distrust decreased, their attitudes increased.
A positive correlation was found for all the subscales of the Eating Disorder Inventory.
As one subscale increased, the other subscales al so increased. This result was to be
expected, because of the intercorrelation between theses subscales.

CHAPTER 5
DISCUSSION
The first purpose of this study was to determine if competitive university athletes
had a prevalence of disordered thinking toward eating. The second purpose was to
determine the attitudes that these athletes had toward counseling and sport psychology.
Using the results from the Eating Disorders Inventory, it was found that none of
the athletes reached the clinical level on all of the Eating Disorder Inventory subscales, but
many had some subscales that fell in to the clinical range and there were certain subscales
that had a higher significance of clinical or near clinical occurrences. Percentage of athletes
that were in the clinical range for each subscale can be found in Table 2. The subscales that
had the highest amount of occurrences in the clinical range were: Perfectionism (59%, 29
athletes), Interpersonal Distrust (36%, 18 athletes), and Maturity Fears (47%, 23 athletes).
Results of this data were combined of both male and female athletes. When comparing
males and females on the different subscales of the Eating Disorder Inventory, the only
subscale that reached clinical level overall was Perfectionism for both males and females.
Females as a whole reached close to clinical levels on Interpersonal Distrust and Maturity
Fears. When compared by individual sport, the results showed that the following
subscales were close to or at the clinical level: Men's Volleyball (Interpersonal Distrust,
Perfectionism), Women's Volleyball (Drive for Thinness, Body Dissatisfaction, Maturity
Fears, Perfectionism), Women's Cross-countryftrack (Drive for Thinness, Maturity Fears,
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Perfectionism), Women's Basketball (Interpersonal Distrust, Perfectionism), and Men's
Cross-country/track (Perfectionism). Athletes who are competing at an extreme level
compared with normal college students, have a constant striving to be the best and
be perfect at what they do. If not, the athlete may lose that chance to be on the team and
possibly lose their scholarship. It can be assumed that perfectionism was as high as it was
because of this extreme pressure. Speculation can be made that Interpersonal Distrust was
at such a high level because of the level of competitiveness associated with this level of
athletics. Maturity fears are a concern among many athletes, because much of one's life is
spent being an athlete, not on taking the time to develop and mature as most students do
while they are experiencing college. Many athletes are faced with the dilemma of
retirement from sports and the transition into the work force. Often, these issues are
neglected, because much of one's time is dedicated to the "athlete" role, not that of the
"student" role.
On The Intentions To Seek Counseling Inventory, the reported mean was 45.94
with the highest possible score being approximately 102 . The higher the overall score,
meant that these athletes would be more likely to seek the help of a sport psychologist for
certain issues. The mean appeared relatively low, but when broken down, there were
specific items that scored higher than others, providing a better indication of how the
athletes felt toward counseling. When a comparison was done by gender, the following
items revealed significance (these are not in specific order): Choosing a major, weight
control, relationship difficulties, self-confidence problems, personal worries, difficulty
concentrating, depression, fear of failure, and improvement of self understanding. Women
scored higher than men on willingness to seek help on all of these issues. As cited earlier
from Wills and DePaulo ( 1995), men seek help about half as much as women, with
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reasons speculated as being associated with male socialization and gender differences.
The item that women and men scored highest on was relaxation training. An issue such
as relaxation training involves very little revealing about oneself, making it easier and
acceptable for many athletes/individuals to seek the help of a sport psychologist
without the fear of being looked down upon by their peers and others. This may be a
reason that they are not seeking help for such issues as relationships which were found to
be lowest for men and concerns about sexuality which was lowest for women. For such
issues, it would be important to reveal more about oneself to investigate what was
happening with such issues. Many athletes may fear that such information that is divulged
may get back to coaches and often such athletes worry about how they will be judged by
other teammates. This was discussed in the study by Van VanRaalte et al. (1992), who
stated that athletes often derogate those athletes who seek the help of a psychotherapist
versus the help of a coach.
Another reason athletes may be more likely to seek the help of a sport psychologist
for such issues as relaxation training is because of the term "sport" psychologist versus
psychologist. This can be a very important issues to athletes. Many may assume that such
professionals are meant to deal with "sport" issues and not rea11y personal issues. For
some, this may help open doors to help seeking. Many sport psychologists agree that
often performance problems are linked to personal problems and once the athlete seeks the
help of these professionals for performance problems, they may be more willing to
participate in the counseling process and further work can be done on the underlying
problem. Another aspect of sport psychologists working with athletes is that through
working with athletes on "sport" issues, the athletes may begin to feel more comfortable
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with such professionals and will be more likely to seek their help at a later time with more
personal issues.
For most issues on this scale. men scored on the lower end of the 6 point scale,
except for relaxation training. The range for all items on this scale for men was: 1.46-2.90.
Women were more scattered depending on the issue with a range of: 1.83-4.17. This
difference may have resulted because of the stigma that still exists about counseling.
Women seeking help of counseling professionals is still more accepted than it is for men.
Men also have a difficult time in seeking help, often feeling it is unmasculine to let feelings
and concerns come out.
When looking at the correlation of the Eating Disorder Inventory subscales, there
was a negative correlation between interpersonal distrust and the Attitudes Toward Help
Seeking Professional Psychological Help Scale. For these items, it appears that if an
individual has a high level of interpersonal distrust. then they would be less likely in feeling
comfortable of seeking help from a psychological professional. yet if they were low in
interpersonal distrust, then they would be more likely to seek help of such professionals.
A positive correlation was found for the other items, which can be found in Table 1. These
all included subscales of the Eating Disorders Inventory. Although not all individuals were
in the clinical range for all subscales. many were close to or at the clinical range for some.
For someone who has an eating disorder, they would normally be at or near the clinical
range for most of the subscales, therefore it is expected to have seen a positive correlation
between many of the subscales. One such correlation was that between body
dissatisfaction and bulimia CE=.60, 12=< .00). As one's level of body dissatisfaction
increases, so does one's level of bulimic activities.
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The Attitudes Toward Help Seeking Professional Psychological Help Scale had a
mean of 78.57 (std. dev.=7.73). The higher the score for this scale, the higher the positive
attitude toward help seeking. Overall, there was not a significant difference in mean scores
when looking at gender differences. Males had a mean score of 77 .88 and females had a
mean score of 79.37. When looking at the differences between sports, again there was not
much variance. The range was from a low of 73.90 for men's volleyball to a high of 83.57
for men's cross-country/track. It was surprising to see men's cross-country/track scoring
higher than the other sports, but again it was not a large enough difference to elicit a
significance. Although, when compared with the Intentions scale, men's croscountry/track
scored the lowest with a mean of 32.00, while women's basketball had a mean score of
59.50. Although athletes may feel that counseling is helpful, the intentions to seek help for
themselves may not be high.
The final question on the Attitudes scale was asking if the athlde had ever received
some form of counseling. 31 % indicated yes and of these, 81 % were female and 19%
were male. This was not unusual with the stigma that men still have toward counseling.
Although it was found that some athletes from some sports scored near or at the
clinical range on subscales of the Eating Disorder Jnventory, it not safe to assume that there
is a wide spread problem of disordered thinking among the sports and athletes used in this
study. These results do show that there is need for some concern. There were certain
subscales that had a level near or at the c1inical range that spark concern for the athletes that
participate in these athletic programs. If the correct resources are not available, these levels
may later manifest into a larger problem, that may or may not result in eating disorders.
The attitudes that athletes have toward sport psychology and counseling still shows that
many athletes are not very accepting of such professionals. It is important to introduce
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athletes to such services and to become more familiar with the work that they do. If
athletes work with such professionals as a normal part of their training and have access to
such professional, then levels of perfectionism and maturity fears may not be as high.
Also, if athletes are more willing to seek help of such professional, then problems such as
disordered thinking may be lessened.

]t would be important to address issues of help

seeking differently for men than for women. For men it would be helpful to approach it be
conducting seminars or workshops to help them effectively deal with their issues.

Limitations of Study
Limitations of this study include the limited number of participants. For the
magnitude of the study, the number of participants (n=5 2) was sufficient, but to make
such a study more significant, it would have been better to use a sample size over 100 as
well as using the same number of participants from each sport. Another limitation to the
study was that the subjects only came from one school. By using other schools, there
would have been a larger sample size and analysis could have been conducted to see if a
difference existed between such schools. Had more sports been used, this would have also
increased sample size and would have given more of a comparison study within each
sport. Only three sports were used, because of the accessibility at such a school. The
school used in this study, was limited in the amount of teams and it was important to use
sports that had both male and female teams in order to conduct comparisons between
gender and sport.
Many studies in the area of eating disorders and athletes have focused on such body
conscious and weight restricted sports such as gymnastics and wrestling. In this study, the
investigator wanted to know if there was a prevalence of disordered thinking about body
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size and eating among sports that were not as body conscious and weight controlled. Had
such body conscious and weight restricted sports been used as well, a comparison could
have been conducted to find if a difference existed between such sports. The last limitation
of such a study is the time restraint. Many teams were in season at the time this study was
conducted, which made scheduling difficult. Coaches do not want to give up valuable
practice time, but it is hard to have athletes participate in such a study on their own time as
well. When teams are not in season, it is extremely hard to conduct such athletes and
meetings do not happen often enough to conduct such research. It would have been more
conducive to conduct such a study over an extended period of time when the coaches and
athletes schedules can be more flexible and such people will be more willing to participate.
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Table 1.

Demographics

Males and Females From Each Sport
Sport

# of Participants

Percentage

Women's Volleyball

14

26.9%

Women's Basketball

11

21.2&

Women's Cross-countryff rack

05

9.6%

Men's Volleyball

14

26.9%

Men's Cross-countryff rack

08

15.4%

Total

52

100%

Year in School
Year

#of Participants

Percentage

Freshmen

12

23.0%

Sophomore

17

32.8%

Junior

15

28.8%

Senior

07

13.5%

Other

01

1.9%

Total

52

100%

Mean Year in School= 2.38 Sophomore
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Table 1.

Demographics

(CONT.)

Race

# of Participants

White

45

86.5%

African American

03

5.8%

Asian

01

1.9%

Latino

01

1.9%

Other

02

3.8%

Percentage
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Table 2.
Males and Females From Each Sport
Sport

# of Participants

Percentage

Women's Volleyball

14

26.9%

Women's Basketball

11

21.2%

Women's Cross-country/Track

05

9.6%

Men's Volleyball

14

26.9%

Men's Cross-country/Track

08

15.4%

Total

52

100%

Percentage of Athletes who reached clinical level on subscales of the EDI-2
Subscale

# of Participants

Percentage

Drive for Thinness

07

14.0%

Bulimia

01

2.0%

Body Dissatisfaction

06

12.0%

Ineffectiveness

00

0%

Perfectionism

29

59.0%

Interpersonal Distrust

18

36.0%

Interoceptive Awareness

03

6.0%

Maturity Fears

23

47.0%

Asceticism

12

24.0%

Impulse Regulation

12

24.0%

Social Insecurity

05

10.0%

For all subscales of the Eating Dis.order Inventory, there were 49 valid cases.
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Table 3.
MANOV A By Gender for all items of The Intentions to Seek Counseling Inventory
Item

E

Significance of F

Choosing a Major

4.00742

.051

Weight Control

9.72353

.003

Relationship Difficulties

4.76238

.034

Self-Confidence Problems

4.90998

.031

Personal Worries

9.80727

.003

Difficulty Concentrating

8.91442

.004

Depression

7.81980

.007

Fear of Failure

9.26984

.004

Improvement of Self Understanding 14.48402

.000

Means for these Items
Item

Male

Female

Choosing a Major

1.773

2.700

Weight Control

2.227

3.533

Relationship Difficulties

1.455

2.233

Self-Confidence Problems

2.909

4.000

Personal Worries

1.773

3.033

Difficulty Concentrating

2.500

3.867

Depression

2.045

3.433

Fear of Failure

2.682

4.167

Improvement of Self Understanding 1.864

3.433
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Table 4.
Internal Consistency Reliability of the Eating Disorder Inventory-2 for Eating Disorder
Samples (Garner, p.23)
Eating Disorder Inventory Subscale

Garner and Olmsted

(1984) N=l55
Drive for Thinness

.86

Bulimia

.88

Body Dissatisfaction

.90

Ineffectiveness

.93

Perfectionism

.85

Interpersonal Distrust

.85

Interoceptive Awareness

.83

Maturity Fears

.89
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Table 4.

(CONT.)

Internal Consistency Reliability for Nonpatient female Sample (Garner, p.24)
Eating Disorder Inventory Subscale

Garner and Olmsted Cl 984)
N=271

Drive for Thinness

.87

Bulimia

.83

Body Dissatisfaction

.92

Ineffectiveness

.88

Perfectionism

.76

Interpersonal Distrust

.80

Interceptive Awareness

.81

Maturity Fears

.72

Test-Retest Reliability for Nonpatient Samples (Gamer, p. 24)
Eating Disorder Inventory Subscale

Welch Cl 988) N=70. One Week

Drive for Thinness

.85

Bulimia

.79

Body Dissatisfaction

.95

Ineffectiveness

.92

Perfectionism

.86

Interpersonal Distrust

.80

Interoceptive Awareness

.67

Maturity Fears

.84

Table 5 Correlations
AGE

YEAR

I

0.0157

YEAR IN SCHOOL
INTENTIONS SCALE

0.0157
-0.0301

I
0.0094

ATTITUDES SCALE

-0.0752

0.0185

INEFFECTIVENESS

-0.0859

INTEROCEPTIVE AWARENESS

0.1221

0.1233
0.1882

INTERPERSONAL DISTRUST

-0.1601

IMPULSE REGULATION
MATURITY FEARS

AGE

INTENTIONS SCALE ATTITUDES SCALE INEFFECTIVENESS INTEROCEPTIVE AWARENESS INTERPERSONAL DISTRUST
-0.1601
0.1221
-0.0859
-0.0752
-0.0301
0.1434
0.1882
0.1233
0.0185
0.0094
0.0964

-0.1254

0.042

-0.198

I

-0.132

0.0153

-0.3106

-0.1254

-0.132

0.3913

0.0153

I
05187

0.5187

0.042
-0.198
-0.2184

-0.3106
-0.0912

0.3913
0.5218

0.4654
I

-0.0241

0.1434
0.2026

I
0.4654

0.0653
O. I ICl6

-0.0594
-O.CJ937

-0.0886

0.0823

0.2706
0.3148

0.2769
0.1106

0.1289

-0.1148
-0.1935

0.1233
0.0707

0.0671
0.0402

0.2366

0.3271

BODY DISSATISl'ACTION

0.126
-0.1038

0.255
0.5192
0.4978

0.1765

·0.0851

-0.201
-0.2307
-0.0342

0.0166

·0.0294

·0.1593

0.0382
0.079

0.3907
0.5023

0.6287
0.6269

0.3058

BULIMIA

PERFECTIONISM
SOCIAL INSECURITY
DRIVE FOR THINNESS

I
0.0964

0.2385
0.4734

...

0.6674
0.0092
0.3035

•
AGE

IMPULSE REGULATION
-0.0241

MATURITY FEARS

YEAR IN SCHOOL

0.2026

0.0653
-0.0594

INTENTIONS SCALE

-0.2184

ATTITUDES SCALE

-0.0912

INEFFECTIVENESS

PERFECTIONISM SOCIAL INSECURITY DRIVE FOR THINNESS BODY DISSATISFACTION
0.126
0.1106
-0.0851
-0.1038

BULIMIA

-0.0937

0.1289

0.1233

0.0707

0.0166
-0.0294

-O.OXX6

-1148

-0.1935

0.0671

0.0402

-0.1593

-0.201

-0.2307

-0.0342

0.2366

0.0382

0.079

0.0823
0.3148

0.2385
0.255

0.4734
0.5192

0.3271
0.4978

0.3907

0.5023

INTEROCEPTIVE AWARENESS

0.5218
0.2706

INTERPERSONAL DISTRUST

0.2769

0.1106

0.1765

0.0092

0.6287
0.3058

IMPULSE REGULATION
MATURITY FEARS

1
0.2154

0.2154

I

0.441
0.074

0.6674
0.4357
0.1682

0.4004
0.0547

0.2298
0.2648

PERFECTIONISM

0.441

0.074

I

0.2432

0.2054

0.1219

0.2275

0.6269
0.3035
0.2768
0.246

SOCIAL INSECURITY

0.4357

0.1682

0.2432

I

0.2634

0.4271

0.5763

DRIVE FOR THINNESS

0.4004

0.0547

0.2054

0.2634

0.6915

0.4984

BODY DISSATISFACTION

0.2298

0.2648

0.1219

0.4271

I
0.6915

0.598

BULIMIA

0.2768

0.246

0.2275

0.5763

0.4984

I
0.0598

~

0

Those Items In bold indicate a significance was reached
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